1 † for all people to have access to pain management without discrimination; † for people in pain to have their pain acknowledged; † for people in pain to be informed about how pain can be assessed and managed; † for people with pain to have access to appropriate assessment and treatment of the pain by adequately trained healthcare professionals.
Appropriate management includes good assessment and an agreed management plan that includes access to pain medications, best practice interdisciplinary and other integrative non-pharmacological therapies. The services must be delivered by professionals skilled in the safe and effective use of the medicines and treatments; these services should be supported by health policies, legal frameworks, and procedures to assure fair access and prevent inappropriate use. These powerful sentiments were encapsulated in the Declaration of Montreal (2011) 1 and are the starting point for this care
pathway.
The impact of any pain that persists is profound. Recently, a large English health survey estimated that 14 million people have long-term pain, with 67% of these reporting anxiety or depression. 2 Epidemiological research in Scotland found that severe chronic pain is associated with an increased risk of mortality although the exact nature of the association is unclear. 3 Chronic pain has deleterious effects on employment prospects and access to housing, and results in high healthcare usage.
Study of Pain found that seven countries had developed such strategies. 7 Part of any strategy to effect change in practices will involve clinical guidelines that reduce variation in healthcare provision and produce greater consensus among professionals. 8 Guidelines for pain are generally considered to reduce disability by ensuring that patients are more likely to receive proactive care. 9 10 Recognizing the complexities in management of pain and the myriad of healthcare professionals involved, the report of the chief medical officer of England, 'Pain: breaking through the barrier', specifically recommended model pathways to guide practitioners in the management of pain. 
Aims and objectives of the pathway
The Initial Assessment and Management of Pain pathway aims to: † guide the practitioner in the initial management of any type of pain; † support recognition of those with complex pain and at risk of disability; † recommend appropriate monitoring arrangements.
The pathway provides extensive information and advice both to patients and practitioners on the broad principles of pain management. It draws upon a considerable body of evidence on identification and management of those at high risk of chronic disability. The pathway also aims to take the nonspecialist, regardless of setting, through a series of steps to ensure that pain is well managed alongside any ongoing investigations or treatments and, importantly, when pain appears to persist for no apparent reason. Unlike the other pathways in this series, it can be applied to any type of pain and in any circumstance. This article describes practice points of note in the pathway, discusses areas of controversy, and examines the challenges in adoption of this pathway with recommendations as to how these may be overcome.
An overview of Initial Assessment and Management of Pain care pathway is shown in Figures 1 and 2 .
Support to self-manage pain is important and relevant from the outset Effective self-management to promote active coping strategies is an established therapeutic goal for chronic pain. 15 16 The use of passive coping strategies has been found to be associated with higher disability rates. 17 Whether or not the pain actually disappears or fades over time or with treatment, the principles of self-management, explanations as to how pain can persist, social support, educating oneself and others, and self-care are all needed. Bair and colleagues 18 found that significant barriers to self-care in pain are many and include lack of family support, financial barriers, and fear of exacerbations through increased activity. Difficult patient-physician interactions were also highlighted as a factor. Proactive self-management support is recommended with written information and access to peer support or professional help; this is often available from voluntary or charitable groups. While it might be intuitive that support to self-manage makes a difference, evidence for this in the form of high-quality randomized trials is limited. 19 20 Structured education for patients
The pathway recommends that commissioners should ensure structured education with appropriate resources in place. Information that patients require is diverse. It is unclear how much patients benefit from structured education, but by extrapolating from diabetes care, cancer pain, treatment for alcohol dependency, and learning from the Expert Patient Programme experience, it is clear that a proportion will benefit. However, those at a higher risk of more severe impact of pain on their lives are likely to require a more significant investment-individualized care plans are often advocated in this circumstance. 21 22 Terminology, including the term 'chronic'
There are a myriad of definitions pertaining to acute and chronic pain. These cause confusion in terms of both clinical management and service delivery. Pain of a short duration has less impact on the individual, and thus a single practitioner could be expected to reasonably manage most episodes. Severe enduring pain may require a whole team to support the patient. A popular alternative definition of chronic pain is 'pain that extends beyond the expected period of healing'. 23 The term 'chronic' has been identified as suggestive of depression and futility, 24 so the pathway group felt that it was better to use the term 'persistent'. The pathway group also felt that the term 'chronic pain patient' may lead to a failure to assess and reassess the causes of pain; on the other hand, the term 'persistent' recognizes that there is a pain condition but this does not lessen the clinical imperative to reach an appropriate diagnosis. Identification of psychosocial factors that may increase pain and associated disability are also critical; these will prolong pain problems. If these are present, then the pain is described in the pathway as 'problematic'. However, at a recent consensus meeting the decision was made to term this group 'complex' and a commitment made to develop a research programme centred on this.
The guidance will need to be updated to reflect the emerging consensus on terminology. Coding practices are also likely to require a review to ensure that the terminology is consistent.
Assessment of pain and risk stratification to identify those at risk of persistence
A purely biomedical perspective is unlikely to get to the bottom of why pain persists in many people. The pathway highlights that an assessment may be difficult because pain can be complex with entwined physical and psychosocial factors. At a pathological level, systemic diseases may be masked by changes in pain, development of new problems, and psychological issues. Getting the balance right is essential for a successful outcome. Research has highlighted that patients may not present with pain but with its consequences such as: employment issues; a threat to benefits; deteriorating mental health; or medication or treatment failure, or both. 25 This can make assessment extremely challenging. 
BJA
The pathway group recommends simple tests and nothing more in the initial assessment and management of pain. For example, X-rays to exclude trauma and erythrocyte sedimentation rate for suspected inflammatory disease are regarded as sufficient initial investigations. This list is not exhaustive, and the important point is to move away from the continuous cycle of investigations and encourage non-specialists to utilize a bio-psychosocial assessment for management. The pathway contains a list of recommendations on how to identify those at risk of chronic disability and suggests psychosocial interventions that may reduce disability. While there has been extensive research into this for chronic back pain, the situation is less clear for other types of pain. Nevertheless, the pathway draws upon the research into persistent low-back pain, making use of the 'yellow flags' approach. 26 The STarTBack tool for low-back pain is a short questionnaire that stratifies people into high, medium, and low risk of chronic disability. High-risk patients are offered a cognitive behavioural therapy (CBT)-based intervention with physical therapy, whereas the low-risk respondents are initially just given advice; it is a good example of how a risk assessment coupled with matched treatments may provide timely and cost-effective care. 27 The effect size in terms of costeffectiveness was small in the STarTBack trials and, while it represents a promising start, significantly more research is needed to refine the approach to a point where it can be widely implemented across conditions and settings. The Faculty of Pain Medicine of the Royal College of Anaesthetists has been tasked with supporting the research process through its newly formed Clinical Research Network for Pain.
Bio-psychosocial assessment
In primary care, the bio-psychosocial assessment forms part of a 'patient-centred' consultation to deal with undifferentiated problems and psychosocial issues. Other interventions include ensuring a strong therapeutic alliance and shared decision-making. While this is the bedrock of a consultation in primary care, the relationship between the specific format of a patient-centred consultation and the outcome is unclear and further work is needed on this. 28 When moderate-to-severe pain instinctively drives a practitioner to look for its sources, there is a risk that psychosocial factors get overlooked and remain unaddressed. Equally, there can be too much focus on psychosocial factors if they are readily identified, and the medical factors then get overlooked. A collaborative care model, which includes a two-session clinician education programme, patient assessment, education and activation, symptom monitoring, feedback and recommendations to clinicians, and facilitation of specialty care, has been shown to have promise in patients with musculoskeletal chronic pain. 29 Such models are being pursued with some success in the USA across a broad number of common conditions and allow greater flexibility of approach compared with services working in isolation. Research is urgently needed into the nature and style of a pain-related consultation that can best deliver successful outcomes earlier in the patient journey.
Active patient involvement in decision-making
Active patient involvement in care requires a strong relationship and an information exchange in line with patient values and preferences. This can be formalized into a process known as shared decision making (SDM). SDM has been defined as 'an approach where clinicians and patients share the best available evidence when faced with the task of making decisions, and where patients are supported to consider options, to achieve informed preferences'. 30 To ensure that decisionmaking is truly shared may require not only simple patient information sheets but also interventions that encourage patients to consider key issues and evaluate relevant options.
An example of such interventions is the patient decision aid, which breaks down decision-making into sequential steps while at the same time tries to elicit patient values and preferences. 31 The pathway allows visual representation of those steps and potential options. These complex interventions have recently been developed to suit a range of decision-making styles in areas relevant to Pain Medicine. SDM has been found to improve patient satisfaction. However, SDM's impact on clinical outcomes and unwarranted variation is less clear. 32 Further evaluation of SDM is necessary to achieve more widespread implementation, but has the potential to significantly improve the outcomes of care for people in pain when faced with decisions about treatment.
Monitoring pain relief
A useful mnemonic contained within the pathway is the concept of the four A's for effective treatment monitoring: † Analgesia (pain relief). † Activities of daily living (psychosocial functioning). † Adverse effects (side-effects). † Aberrant drug taking (addiction-related outcomes). 33 The rising tide of opioid-related deaths and development of addiction in the USA have highlighted the need to monitor painrelief prescriptions more closely. 34 35 Initial investigations in the UK suggest that prescriptions have increased sharply. As a result, the BPS recommends a minimum of six-monthly monitoring for strong opioids. 36 Such monitoring should only apply to stable patients; more frequent monitoring is needed when establishing a pain-management plan. Moore and colleagues 37 suggest that one should expect analgesic failure, as the evidence would suggest that patient response is very individualistic, and only small cohorts will respond to each analgesic: the challenges in establishing a stable plan are therefore considerable. Trials of analgesia accompanied by close monitoring are recommended, with the imperative to stop if there is no or little response. The four A's approach provides a useful method to achieve this with timing matched to need. The awareness of the likelihood of analgesia failure needs to be raised with the general population and, rather than just discarding analgesia, persistence needs to be encouraged. Imaginative solutions will be needed to deliver this recommendation, perhaps making better use of pharmacists, although a recent small randomized controlled trial had mixed results. 38 
Management of the high-risk patient
The pathway group recommends additional interventions for those identified at high risk of chronicity. Enquiry into patient beliefs and expectations are fundamental to this. Beliefs about pain often need some adjustment in the high-risk patient. While metaphors can be useful in explaining pain, 39 it is important to avoid terms that are recognized as causing concern. 40 Recent UK recommendations are to use an advocate or carer to help convey messages to those with communication or cognitive difficulties, and ensure that the patients receive full and up-to-date information about pain-management services alongside the evidence base for treatment in a suitable format for them to understand. 41 42 Significant support from patient and other organizations will be needed to explain the rationale for this and thus enable implementation of this recommendation. The pathway group also recommends a review within 6 months for those at high risk of disability once a management plan has been agreed. In addition, a specialist assessment should be achieved within 8-12 weeks if there is no sign of improvement. If pain impacts significantly on work, the time frame should be shortened in line with guidance such as that produced by the UK National Institute of Clinical Excellence on prevention and management of long-term sickness and incapacity. 43 
Education of healthcare professionals in pain management
The overall aim of this pathway is to educate the non-specialist, provide information to the patient, and support decisionmaking. There are significant barriers to implementation that will need to be overcome. Basic pain assessment and management is taught at an undergraduate level to most healthcare professionals. However, the time spent on this is short and many argue it is too brief to be meaningful. A BPS survey of 19 higher education institutions delivering 108 undergraduate programmes found that pain education accounted for ,1% of programmed hours of teaching for some disciplines. Veterinary students received the greatest number of hours of teaching. The survey concluded that 'pain education is woefully inadequate given the prevalence and burden of pain'. 44 The impact of this is that those at risk of the most severe disruption to their lives may go unrecognized and inadequately managed until it is too late to be effective. In response to this, the Faculty of Pain Medicine and the BPS have sponsored the development of multiple e-learning modules through the e-learning for health programme 'e-pain' (http://www.e-lfh.org.uk/projects/ pain-management/).
Conclusion
One of the aspirations of the first English Pain Summit was to enable pain to 'become a high street disease' and reduce the time to diagnosis and management of chronic pain to a few months. 45 Through local adoption of this pathway, the management of complex pain problems in their early stages and general pain management should be clearer and more accessible and go some way to meeting this aspiration. Successful adoption of the pathway by a local community would require: † training of non-specialist staff through inclusion in the relevant curricula; † development of easy to use templates that allow a professional to follow the pathway; † research on risk assessment, management of the highrisk patient and optimal prescribing algorithms; † raising awareness of the approach that a non-specialist will take in the management of pain. The 'Sheffield Aches and Pain' website for back pain is a useful example of this; 46 † the further development and refinement of SDM aids relevant to pain management.
Adoption of the pathway represents a significant challenge, and will require the support of policy makers and clinical leadership. While educational initiatives and research are an important start, the translation of knowledge into necessary skills and actions remain a challenge. A commitment to quality-improvement programmes in pain could achieve this. This could be achieved through a system of financial incentives based on clinical quality indicators (in the UK, relevant current programmes include the Quality Outcomes Framework, local Quality Premiums, Essence of Care benchmark, and NICE quality standards). This should place the emphasis on integrated care with proper registration, recall, and review systems put in place. Without such a structured approach, the current models of delivery are unlikely to support improved management of pain. Map of Medicine is widely available; however, a range of publications in a variety of formats are needed to raise awareness in the non-specialist community. Patient and professional organizations need to champion this pathway with non-specialists. The potential to enhance the quality-of-life for many suffering people should not be underestimated. 
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